Outcomes of Depression International

Network (ODIN)
Depression is a common, often chronic condition leading to personal disability and significant socio-economic costs. Existing European studies indicate a point prevalence of depression in adults in the range 4.6-8.8% (Vizquez-Barquero et al, 1987; Lehtinen et al, 1990 ; Meltzer et a!, 1995). Relapse is common, occurring in up to 75% of cases within 10 years (Thornicroft & Sartorius, 1993) . Depression has an impact on the community greater than that of many chronic diseases (Croft-Jeffreys & Wilkinson, 1989; Ormel et al, 1994) .
Rural and urban areas
Most research on depression in Europe has been undertaken in urban settings. It is of prime importance to improve our knowledge of the extent and impact of depression in rural areas and to discern potential differences in help-seeking strategies and the availability of health care. The few available studies assessing differences in prevalence of depression between urban and rural areas vary widely in their findings (Brown & Prudo, 198 1; Vizquez-Barquero et al, 1987; Sievewright et al, 1991; Meltzer et al, 1995) . The variety of outcomes could be attributed to differences in the measures used and in selection and sampling of rural and urban areas. The Office of Population Censuses and Surveys survey of psychiatric morbidity in Great Britain (Meltzer et al, 1995) reported higher rates of depression in urban than in rural areas but relied on the interviewers' opinion of whether the individuals lived in urban, semi-rural or rural areas. For more valid conclusions on the impact of the urban:rural ratio a compara- tive European study is needed using the same instruments and research design in different European regions.
Psychological interventions
Few studies have attempted to influence people with depressive disorders using an epidemiological framework. In addition to direct help by general practitioners (Dowrick & Buchan, 1995) , there is a need for strategies to enhance self-awareness and encourage people to seek help early, with the intention of reducing the duration and severity of depressive episodes. These strategies should be readily applicable outside medical settings: there remains a stigma attached to depression, perhaps particularly in more deprived rural areas, which may affect a reluctance to disclose psychological distress to a doctor. Many people are reluctant to comply with antidepressant medication because of concerns about its addictive potential.
Problem-solving approaches can be taught easily and have been shown to be effective in major depression (Hawton & Kirk, 1989; Mynors-Wallis et al, 1995) . Group work has been found effective as a preventive measure with adolescents (Ruiter et a [, 1995) , and people who are unemployed (Price et al, 1992). We consider there may be a role for such approaches in the secondary prevention of depression, with the aim of reducing its severity and duration, and minimising the need for health care utilisation.
P L A N O F INVESTIGATION
Identification of centres and sites
The following criteria have been used to identify suitable centres: expertise in mental health epidemiological research andlor research into strategies for the prevention of depression; access to urban and rural populations; a geographical and cultural spread across Europe. On this basis the project has brought together five independent partners in Liverpool/Wrexham, Dublin, Oslo, Turku and Santander.
Each centre has identified a rural and an urban setting in which to conduct the research. The urban areas divide into three large coastal cities (Dublin, Liverpool and Oslo) and two medium-sized towns (Santander and Turku). The rural areas have been defined as having no centre of population greater than 15 000 people, and having at least 20% of economically active citizens engaged in occupations directly related to agriculture, fishing or forestry. The British rural research site is in the Vale of Clwyd and in Ireland it is the county of Laois. In Norway it is the district of Rakkestad and in Finland the rural area encompasses the three municipalities of Mamila, Koskitl and Tarvasjoki.
Identification of cases
Sampling frame
Adults aged between 18 and 64 are the primary survey population. Community study samples may be identified through census registers or through lists of patients registered with primary care doctors. These sampling frames may be considered as of equal validity in terms of the reliability of the data sets (Shanks et al, 1995) . Census registers may be highly reliable at the time of collection but suffer from attrition over time and the quality of electoral registers in the UK has been vitiated by their use for local taxation purposes. Primary care registers accessed conjointly across a locality offer a slightly different but equally accurate representation of the population. Two centres (Oslo and Turku) have achieved over 75% response rates through population register surveys and (together with Santander) have used this method for firststage screening. Subjects in Britain and Ireland have been identified through primary health care registers.
Case finding
An initial assessment is used to identify possible cases of depression using a selfreport instrument. The Beck Depression Inventory (BDI; Beck et al, 1961 ) is a measure specifically of depression rather than affective disorders, is sensitive to change over time (Ormel et al, 1989) , and its cognitive orientation reduces the risk of confusion with somatic illnesses (Wilkin et al, 1992) . A cut-off score of 13 has been validated against DSM-I1 mild depression with sensitivity of 0.79 and specificity of 0.77 (Nielsen & Williams, 1980) .
The BDI with a social support measure (Dalgard et al, 1995) , the List of Threatening Experiences (Brugha et al, 1985) and demographic details questionnaire are administered to the target population by a locally appropriate combination of postal survey, telephone and face-to-face interviews. These research documents are available in the language of the subject populations. All refusals are accepted, and non-responders are contacted up to three times.
Structured interviews
Detailed interviews are offered in the language of the individual by trained research workers to a random 5% of responders and all those scoring at or above BDI threshold. The interviews cover the following parameters.
Diagnostic status. The SCAN Version 2.0 (World Health Organization, 1994) is used to generate diagnoses of depressive disorders on the basis of ICD-10 (World Health Organization, 1992) and DSM-IV (American Psychiatric Association, 1994) categories. For ICD-10 these include single and recurrent depressive episodes (F32, F33), bipolar and persistent affective disorders (F31, F34) and adjustment disorders with a depressive component (F43.2). For DSM-IV these include depressive, bipolar and adjustment disorders with a depressive component (codes 293.83, 296.xx, 300.4, 309.xx, 311, V62.82 (Knapp & Beecham, 1993 ) is a validated means of collecting data on a wide range of services including health and social services and the voluntary and complementary sectors, and on the tasks undertaken by informal care-givers. It is used to estimate the direct costs of depression in the overall sample, drawing on the model proposed by Rice & Miller (1995) , and to assess the cost effectiveness for problemsolving treatment versus controls groups.
For study instruments not already available or validated in the language of potential subjects, two translation procedures were adopted. Self-completion instruments were translated by the study group and then backtranslated by a professional translator. For instruments presented by the interviewer the key phrases and sentences were translated and back-translated.
Follow-up
Each participant in the study is offered an interview six and 12 months after the initial diagnostic interview. These interviews follow a similar protocol to the initial structured interview to allow cross-checking of the possible effect of illness on the initial assessments. At the six-month follow-up the Personality Assessment Schedule (PAS; Tyrer & Alexander, 1979) is used to generate five categories of personality traits, if possible with the involvement of an informant other than the subject. The use of the PAS at this stage offers the best tradeoff between potentially confounding depressed mood and response rate attrition. The use of research instruments is summarised in Table 1 .
Intervention
Respondents identified as cases of depressive disorders are randomly allocated to one of three groups (sites for each intervention given in Table 2 ).
Individual intervention
A community mental health facilitator (MHF) is based in each centre. He or she contacts each person randomised to this intervention, describes the diagnosis reached during the detailed interview, and offers one-to-one training in individual
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problem-solving. The procedure has the (Hawton & Kirk, 1989) .
Group intervention
The intervention for people in each group is method) with power of 80% and a of 5%, presented by the MHF in a group setting a minimum of 27 pairs would be necessary following the educational model described to achieve significance at P c 0.05. In by Lewinsohn et a1 (1986) and Mufioz & order to allow comfortably for drop-out Ying (1993), with modifications to increase over 12 months, we aim to recruit 50 the content devoted to social support. Withpeople to each intervention arm in each in each study site up to six groups of 6-10 urban or rural site. people are formed on a locality basis. Each
Overall we aim to recruit approxigroup meets for eight two-hour sessions.
mately 300 people in the group interven-
Control group
There is no intervention from the research team.
SAMPLE SIZE CALCULATIONS
The study groups should be large enough to be able to show effects of each intervention in each of the two (urban1 rural) sites at each of the five centres. When depressive adjustment disorders are included with depressive disorders a community prevalence in the order of 10% can be assumed. Fifteen per cent of respondents may be expected to score at or above threshold, and 5% of those below threshold will also be interviewed.
Allowing for a combined 33% nonresponse rate over the two-stage identification phase, on this basis each centre would need to identify an initial community sample of 1500 people in each of their urban and rural sites in order to identify 100 cases of depressive disorder in each site.
T R A I N I N G A N D QUALITY CONTROL
Diagnostic interviewers
The diagnostic interviewers are either psychiatrists or psychologists. They all received an initial week's training course at an approved SCAN training centre. Each interviewer has subsequently practised the full diagnostic interview schedule (including PAS) on at least 10 volunteers. Interrater reliability over time is maintained by means of six-monthly assessment and feedback using a standardised video-taped consultation.
Mental health facilitators
MHFs with qualifications in psychology, nursing and allied health professions have been recruited. The MHFs providing the individual intervention received an initial two-day training session from a team of approved trainers. Each MHF then practised with at least six volunteers. All these sessions were audiotaped with the individuals' permission. Tapes of each second session, together with summaries of the other five sessions and translations if needed, were sent to one of the trainers for feedback. A final day's training was held in October 1996, during which each MHF's competency to deliver the intervention was assessed. During the intervention the quality of the intervention is monitored by continued audio-taping of the study treatment sessions: a random 20% of the tapes of each second session (with translation if needed) is sent to a senior trainer for assessment.
Group intervention
Each MHF participated in an introductory two-day course with an experienced trainer. This was followed by running at least one practice group with volunteers. The second session of each group was video-taped and sent to the trainer for assessment and feedback. A follow-up meeting for all group MHFs took place in Rotterdam in January 1997. Quality control during the intervention phase follows a similar pattern.
FIELD TRIALS
In addition to the training programmes outlined above, during autumn 1996 each centre has undertaken field trials of the screening procedures and research instruments. Table 3 shows results from the trial of screening procedures. Three hundred and eighteen people across five centres were invited to take part, of whom 172 (54%) agreed. Thirty-six (21%) had BDI scores above threshold. The response rate was highest in Santander where a completely face-to-face methodology is used.
Response was lowest in Dublin, where the trial was conducted in a part of the city with extremely high levels of socioeconomic deprivation, and in the rural Norwegian community where no followup was made of trial subjects. The proportion of returned questionnaires successfully completed was uniformly very high. The proportion of people scoring at or above BDI threshold was highest in the British and Irish urban areas, and lowest in the British rural area and the Spanish urban area. Following feedback from these trials, modifications were made to methods of following-up non-responders with particular emphasis on techniques for telephone follow-up. The order of the instruments in the screening questionnaire was amended and final decisions were taken about the precise format of the Client Service Receipt Inventory.
successful and effective network of research teams. In ODIN this esprit de corps has been generated in two ways.
Multi-level meetings
The principal investigators have been meeting at regular six-month intervals since August 1995 in order to plan and monitor the progress of ODIN. These meetings have been hosted in each of the participating countries in turn.
The training of research staff has been organised in as collaborative a way as possible, with a large initial meeting for all the diagnostic interviewers and MHFs in Liverpool in June 1996. Key diagnostic interviewers have joined the later meetings of the principal investigators, while the mental health facilitators have had review meetings in the UK and the Netherlands.
Electronic communication
An e-mail link has been established and an ODIN database has been created using the questionnaire facility of Epi-Info. With this system in operation, each centre collates its own data sets which are then sent to Liverpool for detailed computation and analysis using Epi-Info, Arcus Pro-Stat and SPSS. Each centre coordinates interviews, and organises and collates basic data collection and transfer during the study. This link also allows members of the research teams in the different countries to maintain close and regular contact, which is useful for the development of group cohesion and allows for rapid troubleshooting.
F I N A N C E A N D O R G A N I S A T I O N
ODIN is funded through the European Commission's Biomed 2 Programme (Area 3.9), which is providing 40% of the total costs for the entire project, the balance being found in each centre from national sources. ODIN will run for three years from 1 August 1996. Each national princi- Table 3 Results from field trial of screening instrument pal investigator is responsible for the implementation of the study in their own country. Coordination of the project is being undertaken additionally by the University of Liverpool.
F U T U R E P U B L I C A T I O N S
Papers arising from ODIN are planned on the following topics: (a) methodology, including an assessment of the efficacy of recruitment's procedures, and a review of the validity of BDI threshold scores; (b) epidemiology, including the relative prevalence of and risk factors for depressive disorders in urban and rural areas; (c) psychological outcomes of individual and group interventions at six and 12 months, and the effects of cognitive styles on prevalence and outcome; (d) the effects of social factors including socio-economic status, life difficulties and social support on the prevalence and outcomes of depressive disorders; and (e) economic evaluations of the effects of depressive disorders and of the interventions on health service utilisation and on disability.
Twelve of the research staff employed within ODIN have registered for higher degrees on topics relating to the study. All staff have access to the international data set as well as their own locally generated material.
ODIN is intended to provide knowledge of the prevalence, impact and outcome of depressive disorders in urban and rural areas in five European countries. It will test the acceptability and cost-effectiveness of non-medical interventions. The study presents opportunities for education of individuals and health care workers and for training in low-cost generalisable intervention strategies, which may be suitable for use in less-developed regions and in rural settings. In addition, an effective human and electronic information network has been implemented which can form the basis for future research collaboration across Europe. A crucial aspect of an international research project is the development of a BDl, Beck Depression Inventory.
